Introduction
It was first shown by Garrett (1980) that success of induction by artificial rupture of the membrane depends upon the ripeness of the cervix, and this was later substantiated by Turnbull and Anderson (1968) . Bishop (1964) described a scoring system to evaluate the ripeness of the cervix.
This early work refers to induction of labour by syntocinon and artificial rupture of the membranes. The use of local prostaglandins to ripen the cervix before induction was first proposed by Shepherd, Sims and Craft (1976) and Calder, Embrey and Tait (1977) . Later McKenzie and Embrey (1977) showed that local prostaglandin affected the ripeness of the cervix, but it was not until Gordon-Wright and Elder (1979) described the use of prostaglandin tablets locally to induce labour that the substance was routinely used for induction rather than to ripen the cervix before induction by other agents.
In this unit we are using intra-vaginal prostaglandin pessaries to induce labour, with additional prostaglandin pessaries to make the unripe cervix favourable for induction. Some system is needed to decide whether or not a ripening dose of prostaglandin is required. This paper is a prospective study of such a system using the Bishop score as an indicator of the number of doses of prostaglandin needed, and also studies the duration and outcome of labour in relation to the initial Bishop score.
Patients and methods
Induction of labour and its outcome was studied in all pregnant patients induced over a 6-month period. Only singleton pregnancies presenting by the vertex were studied. The indications for induction are shown in Table 1 .
Most of the inductions were performed for postmaturity (59% of primigravidae and 50% of multigravidae), followed by hypertensive disease of pregnancy (27% of primigravidae and 14% of multigravidae) and trial of scar (16%) in multigravidae. In many instances there were several reasons for induction, but the prime indication in each case is listed in hours. In 33 (39%) out of 85 patients, whose initial Bishop score was 6 or less, the evening ripening dose of prostaglandin initiated labour. In these cases, the morning dose of prostaglandin was omitted. A note was made of those labours in which the ripening dose of prostaglandin initiated labour during the night, and these cases are listed in Table 3 .
As regards the dosage of prostaglandin used, no distinction was made between primigravidae and multigravidae because it became clinically apparent early on in the study that induction by this regime was not greatly affected by parity. Many of the primigravid patients had shorter labours than the multigravidae, and of the 33 labours which resulted from the overnight ripening dose alone, 17 (52%) were in primigravidae.
If the early morning 'inducing' dose of prostaglandin failed to initiate uterine contractions by 10.00 hours, then the membranes were ruptured and an intravenous infusion of syntocinon was commenced, using the automatic infusion method described by Francis, Turnbull and Thomas (1970) . Continuous fetal heart monitoring was used in all labours.
In appraising the value of the Bishop score, the length of labour from insertion of the first dose of prostaglandin to delivery was noted. A note was also made of the type of delivery, whether spontaneous vaginal, forceps or Caesarean section, in relation to the initial Bishop score.
Results

Length of labour
In calculating the mean length of labour, all patients delivered by Caesarean section were excluded, because the timing at which the operation was performed varied with the indication (e.g. fetal distress or lack of progress) and with the obstetrician involved. In this part of the survey, the number of labours studied was reduced to 51 primigravidae and 43 multigravidae and all calculations were based on vaginal deliveries. The Bishop scores ranged from 0 to 11 for the primigravidae and from 1 to 9 for the multigravidae. Figures 1 and 2 show the mean induction-delivery interval (in hr), with the standard error, plotted against the Bishop score, for (1) primigravidae and (2) multigravidae.
The general trend in both groups was for the induction-delivery interval to decrease as the Bishop score increased. With primigravidae the correlation coefficient was -0995 and for multigravidae it was -0929. Using the exact-t test this gives P values of less than 0-001 in both groups.
Type of delivery
The type of delivery is tabulated against each Bishop score in Tables 4 and 5 . Using the method of induction described, the intervention rate compared favourably with labours of spontaneous onset. The use of the Bishop score was found to be of little value in deciding whether to use a ripening dose of prostaglandin. Since pregnancies in which labour is induced are usually those most at risk, the ensuing labours are best conducted during the day-time when more supervision is available. Therefore, to avoid these labours commencing during the night, a more reliable guideline is needed to determine whether the cervix needs an overnight ripening dose of prostaglandin. Further research is needed to find a more accurate guide to the number of doses of local prostaglandin needed to induce labour.
